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THE ROLE OF ORGANIZATIONAL FACTORS IN THE 
 
PROVISION OF COMPREHENSIVE WOMEN’S HEALTH 
 
IN THE VETERANS HEALTH ADMINISTRATION 
 
SHIVANI REDDY 
 
ABSTRACT 
 
Background:  Increasing numbers of women veterans (WV) present an organizational 
challenge to a healthcare system that primarily serves men. WV use reproductive services 
traditionally not provided by the Veterans Health Administration (VHA).   
 
Objective: Examine the association of organizational factors and adoption of 
comprehensive women’s health (WH) care in the VHA. 
 
Study Design: Cross-sectional secondary analysis of the 2007 VHA Survey of Women’s 
Veterans Health Programs and Practices. 
 
Methods: Dependent measures were (a) model of women’s health care: separate women’s 
health clinic (WHC), designated women’s health provider within primary care (DWHP), 
both (WHC/DWHP), or neither and (b) availability of five basic WH services: cervical 
cancer screening and evaluation and management of: vaginitis, menstrual disorders, 
contraception and menopause. Exposure variables were organizational factors drawn 
from an adaptation of the Greenhalgh model of diffusion of innovations including 
structural factors, measures of absorptive capacity and system readiness for innovation.  
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Results: Compared to sites with DWHP or neither, WHC and WHC/DWHP were more 
likely at facilities with: a gynecology clinic, an academic affiliation, a WH representative 
on high impact committee, and a greater number of WV. Academic affiliation and high 
impact committee remained significant in multivariable analysis. All five basic WH 
services were more likely to be offered at sites with WHC or WHC/DWHP, remaining 
significant after adjusting for organizational factors.  
 
Conclusion: Facilities that adopt WHC are associated with greater absorptive capacity 
(academic affiliation and WH representation on high-impact committees) and are more 
likely to deliver basic WH services. Separate WHCs may promote more comprehensive 
care for WV. 
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1. INTRODUCTION 
1.1 Background 
 While women have served in the military throughout American history, there has 
been a significant rise in the number of female military personnel over the last several 
decades.1 Women were made a permanent part of the military after WWII and in 1967, 
the Women’s Armed Services Integration Act lifted the 2% restriction of women in the 
military. Through the 1970s and 1980s, women were recruited to meet the demands of all 
volunteer forces. In 2009, women made up 14% of enlisted forces and fulfilled many 
roles in the military including occupations in healthcare, administration, and service.1    
 With the expansion of servicewomen, there has been an influx of female patients 
into the Veterans Healthcare Administration (VHA). While women remain a minority 
population in the VHA (6.5% of all VHA patients in 2012), they are one of the fastest 
growing populations of VHA users in the last decade. From 2000 to 2009 the number of 
women veterans using the VA grew by 83%, with over 360,000 unique women veteran 
users in fiscal year 2012.2 Women veterans who were honorably discharged from active 
duty can qualify for fully or partially subsidized VHA-based care if they have a service 
connected disability of income-based need.3 Furthermore, veterans serving in Operation 
Iraqi Freedom and Operation Enduring Freedom are eligible for VHA services up to five 
years following discharge, regardless of income or service disability,4 and women 
returning from recent conflicts are more likely to use VHA services compared to women 
from previous service eras.5 
 Women veterans are complex patients. Compared to male veterans and 
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nonveteran females, women veterans report poorer health status in several domains 
including physical, emotional, and social functioning.6 The care of women veterans often 
includes managing significant mental health illness, including military sexual trauma, 
posttraumatic stress disorder, and substance abuse.7–9 Moreover, women veterans VHA 
users are younger than male veterans. Thus, providing comprehensive care often means 
addressing specialized reproductive and gynecologic needs.1 
 Accommodating this rapidly growing demographic of patients into a health care 
system that traditionally served men poses challenges. Findings by the General 
Accounting Office in the 1980s indicated that women veterans did not receive equal 
access to benefits or comprehensive care within the VHA. As a result, legislation was 
passed mandating that women have greater accessibility to VHA services.10,11  In 1992, 
the first comprehensive women’s health centers were formed. These centers aimed to 
provide “one stop shopping” for women veterans in terms of providing primary care and 
basic reproductive health services in one location.  
 With an initial positive evaluation, policymakers recommended the expansion of 
either women’s health clinics (WHC) or designated women’s healthcare providers in 
primary care (DWHP). A women’s health clinic (WHC) is a distinct physical location in 
a VHA facility with separate exam rooms, waiting rooms, and restrooms for women. The 
WHC staff exclusively serves women veterans, and may include a range of providers 
from primary care providers, gynecologists, specialty care, social workers, and 
pharmacists, ideally to provide “one-stop shopping” for women veteran patients. In 
contrast, a designated women’s health provider (DWHP) will have a panel of at least 
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20% female patients who are seen primarily in the general primary care clinic with male 
veterans. Since the 1990s, there has been a growth of both WHC and DWHP models of 
health care delivery for women veterans.12 
 Organizational change may be impacted by a variety of organizational factors 
ranging from the characteristics of the system in which the innovation is introduced, the 
communication channels through which the innovation spreads, and the environment in 
which the process occurs.13 While much attention has focused on provider-driven factors 
in healthcare practice variation,14 there is growing recognition that organizational factors 
may contribute to this variation.15 In a meta-analysis of primary care interventions 
promoting immunizations and cancer screenings, Stone et al. showed that interventions 
targeting organizational change were most effective in increasing use of preventive 
services.16 In VHA primary care settings, organizational factors such as clinical support 
resources have been associated with increased immunizations,17 while decentralized 
authority and greater autonomy in primary care also has been associated with improved 
colon cancer screening.18   
 A developing body of literature has examined the role of organizational factors on 
women’s health within the VHA. VHA facilities that are larger, have a separate budget 
for women’s health, and are academically affiliated have been associated with greater 
availability of basic women’s health services, including cervical cancer screening, 
evaluation of common gynecologic complaints, and common diagnostics tests like 
pregnancy tests or mammograms.19 Having women’s health clinical experts and same 
gender providers on staff is associated with provision of hormonal contraception.20 In 
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addition, greater women’s health autonomy in staffing decisions, an urban, hospital-based 
clinical setting and an academic affiliation have also been associated with advanced 
gynecologic services.20–22   
 In this study, we examine organizational factors associated with adoption of 
models of women’s health care in the VHA using the Greenhalgh model of Diffusion of 
Innovations in Service Organizations.23 We also examine the relationship of model of 
care to availability of basic gynecologic services in primary care, adjusting for 
organizational factors. 
 
1.2 Conceptual Model 
 We adapted the Greenhalgh model of Diffusion of Innovation in Service 
Organizations to address our research question. Compared to older models of diffusion of 
innovations, this model incorporates an organization’s absorptive and receptive capacity 
for change, as well as processes that enhance readiness to adopt the innovation.23 An 
innovation can be any idea, practice, or object that is perceived as new by the unit of 
adoption.13 In our study, we consider comprehensive women’s health care to be the 
innovation of interest. While providing women’s health through a specific health care 
delivery model is not novel in and of itself, ensuring a range of quality health services 
and care for women is a relatively new idea in the VHA. 
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Figure 1. Conceptual Framework 
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 Systemic Antecedents for Innovation include structural determinants of change 
and absorptive capacity for change. 
 Structural determinants of change: We consider four variables representing 
structural determinants of innovation that can be captured by the survey used in our 
study. The size of an organization (caseload of women veterans) and facility type 
(hospital or community-based clinic) may allow for or necessitate adoption of an 
innovation.23 Centralization represents concentration of decision making authority from 
the perspective of organization leadership.24 A decentralized decision making structure 
where decision making power is dispersed may foster adoption of innovation.23,24 Finally, 
the number of specialists, or specialization, can promote the sharing of ideas;24 in this 
case, the presence of a gynecology clinic. 
 Absorptive capacity for change: Broadly, absorptive capacity for change can be 
defined as a set of organizational routines and processes by which organizations acquire 
new ideas, assimilate them into existing knowledge, and transform and exploit 
knowledge.25 Organizations that are able to identify and integrate new knowledge are 
more likely to adopt innovations.23 Organizations can share knowledge across internal 
networks through committee leadership or multidisciplinary teams. Likewise, external 
networks such as associations with professional societies or affiliation with academic 
institutions enable new knowledge to enter the organization.23,24,26  
 System Readiness for Innovation. Beyond a system’s structural and absorptive 
capacities for change, we next consider the organization’s readiness for change. While 
organizations may have many organizational features that make adoption of the 
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innovation feasible, readiness for change can determine if the organizations proceeds 
with adoption or not.23 “Readiness” can refer to elements such as the “fit” between an 
innovation and organization (i.e. compatibility between the values and norms of the 
organization and innovation), tension for change (i.e. the current situation is intolerable 
promoting need for the innovation), support and advocacy for the innovation (i.e. a 
champion), dedicated resources for the innovation, and an ability to assess the impact of 
the innovation through and after adoption.23 In our study, we examine the role of the 
latter three elements of system readiness for change, all of which are proposed to promote 
adoption. 
 Outer Context.  The outer context or environment of an organization may also 
affect its decision to adopt new innovations, such as interorganizational networks, urban 
location, or sociopolitical climate.15,23 In this study, we study rural versus urban location 
of the organization as a marker of outer context.  
 Adoption. The outcome measured in this study is adoption of comprehensive 
women’s health care. We defined adoption in two different ways based on prior 
literature. We examined (1) the model of women’s health care adopted and (2) the 
breadth of basic gynecologic services offered within each primary care-based site. By 
offering basic gynecologic services within primary care, this could reduce fragmentation 
of women’s health care between multiple providers and promote more comprehensive 
care. 
 
  
8 
1.3 Research Questions and Specific Aims 
Research Questions  
(1) What are the organizational factors associated with adoption of the model of 
women’s health care within the VHA, specifically a WHC, a DWHP, both models 
(WHC/DWHP), or neither model?  
(2) Which model is associated with a package of basic gynecologic services offered 
within primary care, adjusting for organizational factors? 
 
Specific Aims:   
 
Aim #1: Examine the association of organizational factors and adoption of women’s 
health care model in the VHA. 
Hypothesis # 1a: Structural organizational factors of size, facility type, and 
specialization will be positively associated with adoption of a WHC. 
Centralization will be negatively associated with adoption. 
Hypothesis # 1b: Organizational factors representing absorptive capacity for 
change, knowledge sharing across internal and external networks, will be 
positively associated with adoption of WHC. 
Hypothesis # 1c: System readiness for change, specifically sufficient resources, 
support and advocacy for innovation, and capacity to evaluate the innovation, will 
be positively associated with adoption of a WHC. 
Aim #2: Examine the association of women’s health care model in the VHA and the 
availability of package of basic gynecologic services.  
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 Hypothesis # 2: Facilities with a WHC will be more likely to provide a package 
 of basic gynecologic services to women veterans. 
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2. METHODS 
2.1 Study Design  
 We conducted a cross-sectional secondary analysis of the 2007 Veterans Health 
Administration Survey of Women’s Veterans Health Programs and Practices (WVHP). 
This study received institutional review board approval from VA Greater Los Angeles, 
VA Boston, and Boston University.  
 
2.2 Data Source 
 We used the Senior Clinician Questionnaire module of the 2007 VHA WVHP 
Survey, which was merged with the 2008 Area Resource File. The survey was 
administered to all VA facilities serving 300 or more unique women veterans in 2006, 
including both VA medical centers (VAMCs) and community-based outpatient clinics 
(CBOCs). The chief of staff at each facility identified senior women’s health clinicians 
who were most knowledgeable about women’s health care at that site. The response rate 
was 86%, with data from 193 sites (128 VAMCs and 65 CBOCs). All Veteran Integrated 
Service Networks (VISNs) were represented.  
 
2.3 Measures  
 Dependent Variables: Primary outcome measures were (1) the model of women’s 
health adopted by the facility and (2) basic gynecologic services available in primary 
care. Models of women’s health care included women’s health clinic (WHC) and 
designated women’s health provider in general primary care (DWHP). A WHC is a clinic 
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that is physically separate from the general primary care clinics, with its own waiting 
room, restroom, and staff. In contrast, a DWHP cares for women veterans in the general 
primary care clinics along side male veterans. Sites could also have both models of care 
(WHC/DWHP) or neither.  
 Basic gynecologic services were defined by gender-specific services that can be 
delivered by a primary care provider, specifically cervical cancer screening, contraceptive 
management, and evaluation and management of vaginitis, menstrual disorders, and 
menopause. These are services that do not generally require evaluation by a gynecologist. 
We examined the availability of each individual service as well as a package of all five 
services. The presence of all five services aligns with the concept of “one stop shopping” 
for women’s health care.  
 Independent Variables: Independent variables are organizational factors that map 
to our conceptual model. (Figure 1) 
 System Antecedents for Innovation: We represented size as the unique number of 
women veterans, or caseload, in the fiscal year 2006. Smaller sites may make different 
adoption decisions based on available resources. Previous studies have also suggested a 
difference in availability of services based on care delivered in VAMCs and CBOCs.20  
 Survey participants were queried on the extent of their authority in determining 
service availability, establishing clinical and administrative policies, implementing 
practice guidelines, recruiting and terminating staff, determining staffing arrangements, 
establishing referral guidelines, and obtaining additional resources for quality 
improvement in women’s health. Response options ranged from “complete authority” to 
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“little or no authority” and were subsequently dichotomized as “complete or a good deal 
of authority” and “some, little or no authority” and summed for a score. Lower scores 
indicate increased centralization and lower autonomy.27  
 We evaluated specialization with the presence of a specialty gynecology clinic. 
Survey participants were asked if there was a gynecology clinic separate from a women’s 
health clinic, but because staffing of gynecology clinics was variable, we further refined 
this variable to sites where participants also reported an onsite obstetrician/gynecologist 
(Ob/Gyn).  
 Absorptive Capacity for Change: We considered three variables for a facility’s 
absorptive capacity for change.  Knowledge sharing across external networks was 
represented by presence of an academic affiliation. An academic affiliation allows 
relatively foreign clinical knowledge about women’s health to cross the boundary into the 
VHA. Knowledge sharing across internal networks was measured by the presence of a 
women’s health representative on VHA committees. We specifically examined 
membership to at least one high impact committees – pharmacy and therapeutics 
committee, space/building committee, and medical executive committees – as opposed to 
lower impact committees of quality improvement council, consumer affairs committee, 
and safety/environment committees.  Women’s health representatives on high impact 
committees may be associated with greater adoption of comprehensive women’s 
healthcare.  
 Absorptive capacity was further examined by individual education and training 
methods as well as the total number of methods. Methods including direct supervision, 
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clinic lectures or case discussions, computer-based learning tools, evidence based 
curriculum, formal lectures, use of standardized patients, and mini-residencies or 
conferences. We included staff providers and residents as trainees. The total number of 
educational methods for each site was summed into a score. 
 System Readiness for Change: We examined three variables representing system 
readiness: sufficient resources for women’s health, support and advocacy for women’s 
health, and capacity to evaluate the innovation.  
 Sufficiency of resources was queried by asking how often resources and 
personnel were sufficient to meet Women’s Health Program needs with respect to overall 
clinical experience, availability of same gender providers, nursing staff, administrative 
and support staff, clinic space, exam rooms equipped for gender-specific exams, 
availability of chaperones for these exams, and funding for women’s health programs. 
Responses were dichotomized as “Always or Usually Sufficient” and “Sometimes, 
Rarely, or Never Sufficient” for each item. Facilities in which survey participants 
answered “Always or Usually Sufficient” for all eight items were defined as having 
sufficient resources. 
 Support and advocacy were represented by the presence of a designated local 
clinical champion for at least one gender specific service: breast cancer screening, 
cervical cancer screening, or management of abnormal pap smears. Each facility was also 
queried on quality assurance/ improvement activities including monitoring appointments 
for women veterans, chart reviews of process of care or women veterans, monitoring 
patient complications, surveying patient satisfaction, use of quality indicators, and 
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benchmarking against “best practices” in the community. Facilities where survey 
participants reported all six items present were considered to have capacity to evaluate 
the innovation. 
 Outer Context: Survey data was linked to the 2008 Area Resource File. A 
designation of urban or rural was assigned based on the county where each facility was 
located. 
 
2.4 Statistical Analysis 
 Stata version 13.1 was used to conduct all analyses. Descriptive statistics of 
adoption models, basic gynecologic services, and organizational factors were calculated. 
Some of these have previously been described in the literature.20 Responses of “Can’t 
determine” or missing were set to null values. No imputation was performed. Bivariate 
associations of organizational factors and model of women’s health care were conducted. 
Chi squared tests of significance were performed for categorical variables and Student t-
tests and ANOVA tests for continuous variables at a 0.05 level of significance. 
Significant variables were considered for inclusion into multivariable models. The 
correlation between all variables was assessed. There were correlation coefficients of 
greater than 0.4 between the following variables: size and facility type, gynecology 
clinic, and academic affiliation. (Appendix A) 
 We performed two sets of multivariable analyses with dependent variables of 
women’s health care model and package of basic gynecologic services, respectively. 
First, an ordered logistic regression was performed to evaluate the relationship of 
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women’s health model and organizational factors where the three levels were included –
facilities which reported WHC or WHC/DWHP, DWHP only, or neither. The assumption 
of proportional odds was tested and failed and so a generalized ordered regression was 
performed with an assumption of partially constrained odds for significant predictors. 
Additionally, we examined the association of individual women’s health arrangement 
(WHC only, DWHP only, or neither) and organizational factors in two multiple logistic 
regression, where facilities with WHC only were compared to sites with no women’s 
health care model, and sites with DWHP only were compared to sites with none. 
 The next set of multivariable analyses were logistic regressions assessing the odds 
of the outcome of package of basic gynecologic services, with a main predictor of 
women’s health care model. A simple regression of services and women’s health care 
model was performed, followed by a model adjusting for organizational factors. We 
examined the women’s health care models as both three level (WHC or WHC/DWHP, 
DWHP, None) and four level variables (WHC, WHC/DWHP, DWHP, None). We 
performed sensitivity analyses for multi-level facility type and gynecology clinic 
variables, with no significant changes in our findings. (Appendix B and C)
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3. RESULTS 
3.1 Univariate analysis 
 Dependent variables: We observed a distribution of the four models of care, 
WHC, WHC/DWHP, DWHP, and no women’s health model. (Figure 2) Thirty-eight 
percent of all sites had only a women’s health clinic and 29% had both a WHC and 
DWHP; overall 68% of sites had a WHC. Twenty percent had no WHC or DWHP.  
 
Figure 2. Model of Women’s Health Care in the Veterans Health Administration, 
FY2006. 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 There was a fairly high frequency of basic women’s health services offered at the 
facilities surveyed, at high as 95% for cervical cancer screening. Eighty-two percent of 
all facilities offered all five basic gynecologic services.  
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Table 1. Basic Gynecologic Health Services 
Basic Gynecologic Health Services (n=193) Frequency (%) 
    Cervical cancer screening  186 (96%) 
    Vaginitis screening  182 (95%) 
    Menstrual disorder evaluation and management  165 (86%) 
    Contraception management  181 (94%) 
    Menopausal management  181 (94%) 
    All five services present at site 159 (82%) 
 
 
 
 Structural variables: In fiscal year 2006, there was an average of 2463 unique 
women veteran patients seen within primary care at each facility (SD 1907), compared to 
an average caseload of 27475 male patients. From 2000 to 2006, there was a 36% 
increase in the number of women veterans, though when we compared this to the change 
in the total number of veterans seen in PC, there was very little difference. (Figure 3) In 
other words, the change in proportion of women veterans compared to the total primary 
care caseload was -0.2%. 
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Figure 3. Percent Change in Proportion of Women Veterans Compared to Total Primary 
Care Caseload 
 
 
 Of the senior clinicians surveyed, approximately two-thirds (n=129, 67%) worked 
in a hospital based clinic at a VAMC while 33% (n=62) worked at a CBOC. Eighty-six 
participants reported the presence of a gynecology clinic at his or her facility (45%) and 
73 participants (38%) indicated a gynecology clinic that was routinely staffed by an 
ob/gyn. We used the latter group to define “gynecology clinic” in our study. (Appendix 
C) 
 Regarding our measure of centralization (Table 2), over half of the participants 
reported little to no authority in recruiting new staff, terminating staff, or determining 
staffing arrangements in women’s health (54%, 70%, and 62% respectively). The 
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majority of participants reported some authority in determining service availability and 
arrangements in women’s health (44%), implementing practice guidelines related to 
women’s health (37%), and obtaining additional resources for quality improvement for 
women’s health (45%). Participants reported a good deal of authority in establishing 
clinic policies, administrative policies, and referral guidelines for women’s health (43%, 
42%, and 84% respectively).  
 
  
2
0
 
Table 2. Structural Variables: Centralization 
How much authority do you have in taking 
the following actions pertaining to the 
Women’s Health Program at your site? 
Complete 
authority 
A good 
deal of 
authority 
Some 
authority 
Little or no 
authority 
Can’t 
determine 
Missing 
Determining service availability/ 
arrangements for women’s health    
6 (3.1) 
 
47 (24.1) 86 (44.1) 47 (24.1) 4 (2.1) 5 (2.6) 
Establishing clinical policies pertaining to 
the practice of women’s health    
5 (2.6) 
 
83 (42.6) 69 (35.4) 31 (15.9) 2 (1.0) 5 (2.6) 
Establishing administrative policies related 
to women’s health  
7 (3.6) 
 
81 (41.5) 62 (31.8) 34 (17.4) 6 (3.1) 5 (2.6) 
Implementing practice guidelines related to 
women’s health  
14 (7.2) 
 
67 (34.4) 73 (37.4) 28 (14.4) 8 (4.1) 5 (2.6) 
Recruiting and hiring new staff to women’s 
health  
6 (3.1) 20 (10.3) 44 (22.6) 105 (53.8) 15 (7.7) 5 (2.6) 
Terminating staff in women’s health  6 (3.1) 7 (3.6) 24 (12.3) 136 (69.7) 16 (8.2) 5 (2.6) 
Determining staffing arrangements for 
women’s health    
10 (5.1) 9 (4.6) 44 (22.6) 120 (61.5) 6 (3.1) 6 (3.1) 
Establishing referral guidelines for women’s 
health    
6 (3.1) 75 (83.5) 68 (34.9) 30 (15.4) 11 (5.6) 5 (2.6) 
Obtaining additional resources for quality 
improvement for women’s health    
5 (2.6) 30 (15.4) 87 (44.6) 66 (33.8) 2 (1.0) 5 (2.6) 
  
21 
 Absorptive Capacity: The most common educational methods used to train staff 
providers in women’s health were computer-based learning tools (47.7%) and formal 
lectures (52.8%). (Table 3) The least common method was the use of standardized 
patients. About a quarter of facilities reported use of mini-residencies and an evidence-
based curriculum, and about one third reported direct supervision of female patient care 
and pre-or post clinic lectures or cases. Nearly 50% of facilities reported two or less 
educational methods (49.9%) opposed to more than two educational methods. (Figure 4.) 
Table 3. Absorptive Capacity: Educational Methods 
Which of the following educational 
methods are used to provide training 
in women’s health at your site?  
Used to train: 
Staff 
providers 
Used to train: 
Residents or 
other trainees 
Not 
available 
Direct supervision of female patient 
care  
75 (38.5) 
 
59 (30.3) 82 (42.1) 
Pre- or post- clinic lectures or case 
discussions  
64 (32.8) 
 
44 (22.6) 107 (54.9) 
Computer-based learning tools  93 (47.7) 
 
27 (13.8) 83 (42.6) 
Evidence-based curriculum  49 (25.1) 
 
30 (15.4) 113 (57.9) 
Formal lectures (e.g., noon 
conference, grand rounds)  
103 (52.8) 46 (23.6) 73 (37.4) 
Workshops using standardized 
patients  
14 (7.2) 8 (4.1) 151 (77.4) 
Mini-residencies or conferences    46 (23.1) 15 (7.7) 126 (64.6) 
Other 17 (8.7) 5 (2.6) 28 (14.4) 
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 When we examined knowledge sharing across external networks, we found sixty 
percent of facilities included in this survey had an academic affiliation (n=115). With 
respect to knowledge sharing across internal networks, participants were surveyed on 
involvement of Women’s Health designees in VHA committees (Table 4). The majority 
served on the Women’s Health Advisory Board or Committee and/or the VISN-Level 
Women’s Health Committee (85% and 64% respectively). About a quarter of the 
participants served on the Medical Executive Committee and Quality Improvement 
Council, while a minority served on the Space/Building Committee (12%) and Pharmacy 
and Therapeutics Committee (12%). 
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Table 4. Absorptive Capacity: Committee Involvement 
Do  you or a designee represent your 
Women’s Health Program on the following 
types of committees or councils at your 
VA? 
Yes No Missing 
Women’s Health Advisory Board or 
Committee 
166 (85.1) 
 
28 (14.4) 1 (0.5) 
Pharmacy and Therapeutics Committee    26 (13.3) 164 (84.1) 5 (2.6) 
Space/Building Committee    24 (12.3) 
 
165 (84.6) 6 (3.1) 
Medical Executive Committee    50 (25.6) 
 
140 (71.8) 5 (2.6) 
Quality Improvement Council    58 (25.6) 131 (67.2) 5 (2.6) 
Consumer Affairs Committee    34 (17.4) 156 (80.0) 6 (3.1) 
Safety/Environment of Care Committee    19 (9.7) 169 (86.7) 5 (2.6) 
VISN-Level Women’s Health Committee 
   
125 (64.1) 69 (35.4) 7 (3.6) 
Other    40 (20.5) 26 (13.3) 1 (0.5) 
 
Over three quarters of participants were on two or more committees (Figure 5), though 
among them, at least one women’s health related committee was usually included. 
Eighty-five percent of participants were on one women’s health committee, while 51% 
on both women’s health committees.  
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 System Readiness for Innovation: Participants generally reported a high 
frequency of sufficient resources and personnel for women’s health. (Table 5) Over 80% 
of respondents indicated always or usually sufficient clinical expertise, availability of 
same gender providers, properly equipped examination rooms, and female chaperones.  
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Table 5. System Readiness: Sufficient Resources and Personnel for Women’s Health 
How much of the time are the 
following resources and 
personnel sufficient to meet 
your Women’s Health 
Program’s needs?  
Always 
Sufficient 
Usually 
Sufficient 
 
Sometimes 
Sufficient 
 
Rarely 
Sufficient 
Never 
Sufficient 
 
Not 
Applicable 
 
Overall clinical expertise in 
general women’s health      
61 (31.3) 
 
101 (51.8) 26 (13.3) 4 (2.1) 0 (0.0) 1 (0.5) 
Availability of same gender 
providers      
76 (39.0) 
 
79 (40.5) 31 (15.9) 3 (1.5) 2 (1.0) 3 (1.5) 
Nursing staff    43 (22.1) 101 (51.8) 32 (16.4) 15 (7.7) 2 (1.0) 1 (0.5) 
Administrative and support staff 
   
27 (13.8) 
 
82 (42.1) 44 (22.6) 27 (13.8) 13 (6.7) 1 (0.5) 
Clinic space    41 (21.0) 85 (43.6) 38 (19.5) 19 (9.7) 8 (4.1) 3 (1.5) 
Examination rooms properly 
equipped to perform pelvic 
examinations and pap smears    
109 (55.9) 76 (39.0) 4 (2.1) 2 (1.0) 1 (0.5) 2 (1.0) 
Female attendants available to 
chaperon gender-sensitive 
examinations    
120 (61.5) 45 (23.1) 10 (5.1) 13 (6.7) 4 (2.1) 2 (1.0) 
Budget or funding for women’s 
health program    
12 (6.2) 61 (31.3) 43 (22.1) 27 (13.8) 16 (8.2) 33 (16.9) 
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 Thirty percent of participants (n=57) reported a designated local clinical 
champion for at least one gender specific health activity; 21% for breast cancer screening, 
19% for cervical cancer screening, and 13% for follow-up for abnormal pap smear 
management. (Table 6) 
Table 6. Designated Champion for Gender Specific Health 
 Designated Local Clinical Champion 
Breast Cancer Screening 40 (20.5%) 
Cervical Cancer Screening 38 (18.5%) 
Abnormal Pap Smear Management 26 (13.3%) 
At least one activity 57 (30%) 
 
 Participants were queried on several quality assurance (QA) activities. (Table 7) 
The only activity in which the majority of participants reported being used to improve 
women veteran care was benchmarking against “best practices” in the community (60%). 
However, many facilities had more than one QA activity. (Figure 6)  In fact, it was most 
common for participants to report the presence of all six QA activities. 
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Table 7. Quality Assurance Activities 
Does your site use any of the following quality assurance/ 
improvement activities in an effort to improve care for women 
veterans?  
Yes, in effect No, but 
planned 
 
Neither in 
effect or 
planned 
 
Missing 
Monitoring appointments for women veterans (e.g. waiting 
times, visit length, no-show, return rate or other feature) 
       
61 (31.3) 
 
101 (51.8) 26 (13.3) 4 (2.1) 
Chart reviews of process of care for women veterans (e.g. 
osteoporosis management)        
76 (39.0) 
 
79 (40.5) 31 (15.9) 3 (1.5) 
Monitoring patient complications or adverse events for 
women veterans    
43 (22.1) 
 
101 (51.8) 32 (16.4) 15 (7.7) 
Surveys of women veterans’ satisfaction with care      27 (13.8) 
 
82 (42.1) 44 (22.6) 27 (13.8) 
Use of quality indicators to assess women veteran-specific 
performance over time      
41 (21.0) 85 (43.6) 38 (19.5) 19 (9.7) 
Benchmarking against “best practices” in the community    109 (55.9) 76 (39.0) 4 (2.1) 2 (1.0) 
Other 12 (6.2) 61 (31.3) 43 (22.1) 27 (13.8) 
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 Outer Context: All participants were located at sites that served at least 300 
unique female women veteran patients. The majority completing the WVHP was located 
in urban counties (n=173, 89%).  
 
3.2 Bivariate Analysis 
 Structural Variables: A bivariate analysis was performed of structural variables 
and model of women’s health care. (Table 8) Sites with a WHC or WHC/DWHP were 
more likely to have greater caseloads of women and male patients, as well as have a 
gynecology clinic with attending ob/gyn. Higher caseload and gynecology clinic were 
also associated with facilities without a model of women’s health care, though still lower 
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than facilities with WHC. Facilities with DWHP generally had significantly lower 
numbers of female patients and gynecology clinics.  
 VAMCs were more likely to be associated with WHC or WHC/DWHP models 
while CBOCs were more likely to have a DWHP in PC only. Overall centralization was 
high (mean score 2.5) with no statistically significant differences between models. 
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Table 8. Bivariate Analysis of Organizational Factors and Women’s Health Care Model: Structural Variables  
Organizational factors All 
(n=193, 
100%) 
WHC only 
(n=76, 39%) 
Both WHC 
and DWHP 
(n=55, 29%) 
DWHP in 
PC only 
(n=24, 12%) 
No WHC or 
DWHP 
(n=38, 20%) 
p-value 
Primary Care Caseload (n=193)       
     Number of women patients  2,463 
(SD 1,907) 
2,882 
(SD 2,139) 
2,550 
(SD 1,726) 
1,645 
(SD 1,839) 
2,037 
(SD 1,816) 
0.022 
     Number of male patients 27,475 
(SD 17,665) 
31,226 
(SD 18,507) 
29,109 
(SD 16,760) 
19,572 
(SD 15,804) 
22,092 
SD 15,978 
0.007 
Facility Type (n=191)        
     VAMC 129 (67%) 55 (72%) 46 (84%) 9 (38%) 19 (50%) <0.001 
     CBOC 64 (33%) 21 (28%) 9 (16%) 15 (62%) 19 (50%)  
Centralization (n=190)1 2.5 (SD 2.5) 2.8 (SD 2.8) 2.4 (SD 2.5) 3.4 (SD 2.5) 1.9 (SD 1.9) 0.1246 
Gynecology Clinic (n=192)2   
73 (38%) 28 (37%) 27 (50%) 2 (8%) 16 (42%) 0.002 
1 Centralization scored 0–9; lower score indicates higher centralization 
2 Gynecology Clinic defined as a clinic separate from a women’s health clinic and where an ob/gyn provides routine care
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 Absorptive Capacity Variables: In Table 9, facilities with both WHC/DWHP offer 
a higher mean number of educational methods for women’s health offered and are more 
likely to be associated with direct supervision of patient care, pre or post clinic lectures or 
computer based learning tools. Sites with DWHP have higher frequency of offering 
formal lectures and mini-residencies or conferences.  Facilities with WHC or 
WHC/DWHP were associated with an academic affiliation (75% and 72% respectively, 
p<0.001), as well as presence of a Women’s Health representative on a high impact VA 
committee, 46% and 32%, respectively, compared to 12% for DWHP and 22% for 
neither model. (p=0.054) 
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Table 9. Bivariate Analysis of Organizational Factors and Women’s Health Care Model: Absorptive Capacity Variables 
Organizational factors All WHC only 
(n=76, 39%) 
Both WHC 
and DWHP 
(n=55, 29%) 
DWHP in 
PC only 
(n=24, 12%) 
No WHC 
or DWHP 
(n=38, 20%) 
p-value 
Educational methods: Mean 1 2.7 (SD 2.0) 2.5 (SD 1.8) 3.4 (SD 2.4) 2.6 (SD 1.7) 2.2 (SD 1.8) 0.003 
    Direct supervision of patient care (n=189) 109 (58%) 47 (40%) 38 (70%) 6 (25%) 18 (50%) 0.001 
    Pre- or post-clinic lectures (n=180) 75 (42%) 28 (40%) 30 (57%) 5 (22%) 12 (35%) 0.026 
    Computer-based learning tools (n=179) 98 (55%) 36 (53%) 33 (65%) 11 (48%) 18 (49%) 0.372 
    Evidence-based curriculum (n=172) 61 (35%) 22 (33%) 24 (48%) 8 (35%) 7 (21%) 0.090 
    Formal lectures (n=182) 113 (61%) 39 (53%) 35 (66%) 18 (78%) 21 (60%) 0.156 
    Standardized patients (n=168) 19 (11%) 3 (5%) 11 (23%) 2 (9%) 3 (9%) 0.023 
    Mini-residencies or conferences (n=176) 52 (30%) 16 (23%) 17 (35%) 13 (59%) 6 (18%) 0.003 
    Other (n= 45)  18 (40%) 6 (33%) 7 (44%) 3 (17%) 2 (11%) 0.128 
Academic Affiliation present (n=191) 114 (60%) 65 (75%) 39 (72%) 5 (21%) 14 (37%) <0.001 
Women's Health representative on VA 
committees (n=188) 2 
      
    ≥ 1 high impact committee  38% 46% 32% 12% 22% 0.054 
    ≥ 1 lower impact committee 43% 38% 47% 41% 46% 0.712 
1Educational methods: Range 0–7. 
2 High impact committees include: Medical Executive Committee, Pharmacy and Therapeutics Committee, and Space/Building 
Committee. Lower impact committees include: Quality Improvement Council, Consumer Affairs Committee, Safety/Environment of Care 
Committee.
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 System Readiness for Innovation:  While there was a greater presence of a 
champion for gender specific care at facilities with a DWHP only, there was no 
statistically significant difference between the models of care. (Table 10) 
 Facilities with WHC/DHWP and DWHP were more likely to be associated with 
answering “always/usually” for each item on the sufficient resources and personnel 
measure. (31% and 30% respectively, compared to 17% WHC and 5% None) Informants 
at these facilities were more likely to report higher overall clinical expertise (93% and 
96%), administrative and support staff (64% and 78%), and clinic space (71% and 78%).  
Facilities with a WHC or WHC/DWHP were more likely to be associated with 
availability of a same gender provider (85% and 91%) and exam rooms for pelvic exams 
(99% and 98%).  
 Facilities with a WHC or WHC/DWHP also were more likely to be associated 
with the presence of all quality assurance activities, 24% and 31% respectively, compared 
to 9% for DWHP only and 13% for no model present. The strongest associations were 
between WHC or WHC/DWHP and monitoring appointments. Use of satisfaction 
surveys was most strongly associated with DWHP only.  
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Table 10. Bivariate Analysis of Organizational Factors and Women’s Health Care Model: System Readiness for Innovation 
Organizational factors All WHC only 
(n=76, 39%) 
Both WHC 
and DWHP 
(n=55, 29%) 
DWHP in 
PC only 
(n=24, 12%) 
No WHC 
or DWHP 
(n=38, 20%) 
p-value 
Support and Advocacy: At least one designated 
champion for gender specific care1   
57 (30%) 20 (26%) 15 (27%) 12 (50%) 10 (26%) 0.137 
Sufficient Resources2       
     All resources present (n=191) 39 (20%) 13 (17%) 17 (31%) 7 (30%) 2 (5%) 0.013 
  Overall clinical expertise (n=190) 160 (84%) 61 (80%) 51 (93%) 22 (96%) 26 (72%) 0.018 
  Same gender provider available (n=189) 153 (81%) 64 (85%) 49 (91%) 18 (78%) 22 (59%) 0.001 
  Nursing staff (n=191) 143 (75%) 57 (75%) 40 (73%) 21 (91%) 25 (68%) 0.214 
  Administrative and support staff (n=191) 109 (62%) 40 (53%) 35 (64%) 18 (78%) 16 (43%) 0.034 
  Clinic space (n=158) 111 (70%) 47 (63%) 39 (71%) 18 (78%) 22 (61%) 0.411 
  Exam rooms for pelvic exams (n=190) 183 (96%) 75 (99%) 54 (98%) 21 (95%) 33 (89%) 0.069 
  Female attendants for chaperone (n=190) 163 (86%) 65 (87%) 48 (87%) 21 (91%) 29 (78%) 0.496 
  Budget/ funding for WH program (n=158) 72 (46%) 26 (43%) 25 (57%) 10 (48%) 11 (34%) 0.250 
Capacity to evaluate: quality assurance activities3       
     All QA activities present (n=191) 42 (22%) 18 (24%) 17 (31%) 2 (9%) 5 (13%) 0.050 
     Monitoring appointments for WV (n=191) 145 (76%) 65 (86%) 45 (82%) 10 (43%) 25 (66%) <0.001 
     Chart review (n=191) 115 (60%) 50 (66%) 37 (67%) 12 (55%) 16 (42%) 0.054 
     Monitoring patient complications (n=187) 112 (60%) 49 (65%) 32 (59%) 11 (50%) 20 (56%) 0.550 
     Surveys of WV satisfaction with care (n=186) 113 (61%) 49 (66%) 35 (64%) 14 (74%) 15 (39%) 0.022 
     Use of quality indicators (n=191) 142 (74%) 63 (83%) 38 (70%) 17 (74%) 24 (63%) 0.119 
     Benchmarking against “best practices” (n=191) 72 (38%) 29 (38%) 22 (41%) 6 (26%) 15 (39%) 0.661 
     Other (n=16) 4 (25%)      
1 Gender specific care includes: breast cancer screening, cervical cancer screening, work up after abnormal cervical cancer screening.  
2 Sufficient resources was operationalized using the question “Are there sufficient resources and personnel” for 8 items, answers ranging 
from Always to Never. For each item, responses were dichotomized as “Always/Usually” or “Some/Rare/Never.”  “All resources present” 
indicated the informant responded “Always/Usually” for all eight items on the measure. 
3 All quality assurance activities: “Other” not included for analysis 
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 Outer Context: Eight-nine percent of facilities were in urban counties. There was 
no significant variation among the different models of women’s health care. (Table 11) 
 Basic Gynecologic Services: There was a high frequency of available services, 
ranging from 86% (menstrual disorder evaluation and management) to 96% (cervical 
cancer screening). In general, individual service availability was highest for facilities 
with a WHC or WHC/DWHP and lowest for sites with no model of women’s health care.  
Eighty-nine percent of facilities with WHC and WHC/DWHP models were associated 
with providing a package of all five basic gynecologic services while only 71% of 
DHWP and 66% of facilities with no women’s health care model could do so.  (Table 12) 
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Table 11. Bivariate Analysis of Organizational Factors and Women’s Health Care Model: Outer Context 
Organizational factors All WHC only 
(n=76, 39%) 
Both WHC 
and DWHP 
(n=55, 29%) 
DWHP in 
PC only 
(n=24, 12%) 
No WHC or 
DWHP 
(n=38, 20%) 
p-value 
Site Location (n=193)        
    Urban 171 (89%) 69 (91%) 47 (85%) 21 (88%) 34 (89%) 0.812 
    Rural 22 (11%) 7 (9%) 8 (15%) 3 (13%) 4 (11%)  
 
 
 
Table 12. Bivariate Analysis of Women’s Health Care Model and Basic Gynecology Services 
 All WHC only 
(n=76, 39%) 
Both WHC 
and DWHP 
(n=55, 29%) 
DWHP in 
PC only 
(n=24, 12%) 
No WHC 
or DWHP 
(n=38, 20%) 
p-
value 
Basic Women’s Health Services1       
    Cervical Cancer screening (n=193) 186 (96%) 76 (100%) 54 (98%) 22 (92%) 34 (89%) .018 
    Vaginitis Screening (n=192) 182 (95%) 76 (100%) 53 (98%) 22 (92%) 31 (82%) .000 
    Menstrual disorder evaluation and     
        management (n=192) 
165 (86%) 69 (91%) 50 (93%) 18 (75%) 28 (74%) .014 
    Contraception management (n=192) 181 (94%) 74 (99%) 54 (98%) 22 (92%) 31 (82%) .001 
    Menopausal management (n=193) 181 (94%) 73 (96%) 54 (98%) 21 (88%) 33 (87%) .064 
    All five services present at site (n=193) 159 (82%) 68 (89%) 49 (89%) 17 (71%) 25 (66%) .003 
1Basic gynecologic services defined as services that can be delivered in primary care, and are available on site at the informant’s facility. 
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3.3 Multivariable Analysis 
 Significant predictors from bivariate analyses were included in the multivariable 
analysis including facility type (VAMC or CBOC), gynecology clinic, sufficient 
resources, academic affiliation, high impact committee, quality assurance activities, and 
number of women veterans.  
 In our first multivariable model, we looked at the association of individual 
women’s health model and organizational factors. (Table 13)  The presence of a women’s 
health clinic was significantly associated with the presence of an academic affiliation 
(OR 5.12; 95% CI 1.86, 14.08) and women’s health representative on a high impact 
committee (OR 2.39; 95% CI 1.10, 5.17) compared to sites with no model of women’s 
health care.  Facilities with DWHP only compared to sites with no model were 
significantly most likely to have sufficient resources (OR 2.66; 95% CI 1.23, 5.77). 
Facilities with WHC also had higher odds of having sufficient resources but this was not 
significant. (OR 1.40; 95% CI 0.54, 3.64)  Both WHC and DWHP models were more 
likely to have all 6 quality assurance activities or a gynecology clinic and less likely to be 
present at CBOCs. These associations were not statistically significant. There was also no 
significant association with number of women veterans. 
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Table 13. Multivariable Models Predicting Association of Women’s Health Care Model 
and Organizational Factors: Logistic Regression 
 WHC vs. None DWHP vs. None 
Organizational factor Odds 
Ratio 
95% CI Odds 
Ratio 
95% CI 
Number of Women Veterans1 0.93 0.72, 1.21 0.83 0.66, 1.05 
Facility Type (CBOC vs. VAMC) 0.59 0.24, 1.47 0.46 0.19, 1.10 
Gynecology Clinic 1.04 0.45, 2.39 1.39 0.69, 2.82 
Academic Affiliation 5.12 1.86, 14.08 0.63 0.25, 1.55 
High Impact Committee2 2.39 1.10, 5.17 1.07 0.57, 2.02 
Sufficient Resources3 1.40 0.54, 3.64 2.66 1.23, 5.77 
Quality Assurance Activities4 1.46 0.54, 3.99 1.09 0.50, 2.39 
Adjusted R2  0.1713 0.0498 
1 Odds of outcome for additional 1000 women veterans. 
2 High impact committees include: Medical Executive Committee, Pharmacy and Therapeutics 
Committee, and Space/Building Committee. “Yes” indicates involvement in at least one 
committee 
3 Sufficient resources represented by all of the following items rates as Always or Usually 
Sufficient: (1) overall clinical expertise, (2) availability of same gender provider, (3) nursing 
staff, (4) administrative and support staff, (5) clinic space, (6) exam rooms for pelvic exams, (7) 
female attendants for chaperone, and (8) budget/ funding for women’s health programs. 
4 Quality assurance activities indicates presence of all of the following: (1) monitoring 
appointments for women veteran appointments, (2) chart review, (3) monitoring patient 
complaints, (4) survey of women veteran satisfaction with care, (5) use of quality indicators, (6) 
benchmarking against “best practices.”  
 
 We then performed an ordered logistic regression comparing facilities with WHC 
or WHC/DWHP, DHWP only, and no women’s health model. (Table 14) Academic 
affiliation and membership to a high impact committee remained statistically significant. 
(OR 4.61, 95% CI 1.72–12.34 and OR 2.32, 95% 1.11–4.87 respectively)  Associations 
with gynecology clinic and number of women veterans were not significant. 
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Table 14. Multivariable Models Predicting Association of Women’s Health Care Model 
and Organizational Factors: Ordered Logistic Regression 
 WHC or WHC/DWHP vs. None  
Organizational factor Odds Ratio 95% CI 
Number of Women Veterans1 0.95    0.73, 1.22 
Facility Type (CBOC vs. VAMC)  0.63 0.27, 1.52 
Gynecology Clinic 0.85    0.38, 1.90 
Academic Affiliation 4.61 1.72, 12.34 
High Impact Committee2 2.32    1.11, 4.87 
Sufficient Resources3 1.78    0.72, 4.37 
Quality Assurance Activities4 1.31    0.49, 3.52 
Adjusted R2  0.1173 
1Odds of outcome for additional 1000 women veterans. 
2High impact committees include: Medical Executive Committee, Pharmacy and Therapeutics 
Committee, and Space/Building Committee. “Yes” indicates involvement in at least one 
committee 
3Sufficient resources represented by all of the following items rates as Always or Usually 
Sufficient: (1) overall clinical expertise, (2) availability of same gender provider, (3) nursing 
staff, (4) administrative and support staff, (5) clinic space, (6) exam rooms for pelvic exams, (7) 
female attendants for chaperone, and (8) budget/ funding for women’s health programs. 
4Quality assurance activities indicates presence of all of the following: (1) monitoring 
appointments for women veteran appointments, (2) chart review, (3) monitoring patient 
complaints, (4) survey of women veteran satisfaction with care, (5) use of quality indicators, (6) 
benchmarking against “best practices.” 
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 The assumption of proportional odds for an ordered logistic regression was tested 
and failed, so a generalized logistic regression was performed. (Table 15)  The 
assumption of partially constrained odds for the significant covariates of academic 
affiliation and high impact committee was performed and passed. Both of these 
organizational factors remained significantly associated with the presence of a WHC or 
DWHP model.  
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Table 15. Multivariable Models Predicting Association of Women’s Health Care Model 
and Organizational Factors: Generalized Ordered Logistic Regression 
 WHC or WHC/DWHP vs. 
None 
WHC or WHC/DWHP 
vs. DWHP 
Organizational factor Odds Ratio 95% CI Odds 
Ratio 
95% CI 
Number of Women 
Veterans1 
0.94    0.71, 1.25 0.94    0.71, 1.25 
Facility Type (CBOC vs. 
VAMC) 
1.35 0.77, 3.90 0.32  
Gynecology Clinic  0.37    0.13, 1.05 2.02    0.79, 5.19 
Academic Affiliation 3.81 1.39, 10.41 3.81 1.39, 10.41 
High Impact Committee 2 2.48    1.13, 5.46 2.48    1.13, 5.46 
Sufficient Resources3 22.3    1.73, 286.41 1.12    0.40, 3.13 
Quality Assurance 
Activities4 
0.18    0.02, 1.78 3.30    0.93, 11.71 
Adjusted R2  0.2450 
1Odds of outcome for additional 1000 women veterans. 
2High impact committees include: Medical Executive Committee, Pharmacy and Therapeutics 
Committee, and Space/Building Committee. “Yes” indicates involvement in at least one 
committee 
3Sufficient resources represented by all of the following items rates as Always or Usually 
Sufficient: (1) overall clinical expertise, (2) availability of same gender provider, (3) nursing 
staff, (4) administrative and support staff, (5) clinic space, (6) exam rooms for pelvic exams, (7) 
female attendants for chaperone, and (8) budget/ funding for women’s health programs. 
4Quality assurance activities indicates presence of all of the following: (1) monitoring 
appointments for women veteran appointments, (2) chart review, (3) monitoring patient 
complaints, (4) survey of women veteran satisfaction with care, (5) use of quality indicators, (6) 
benchmarking against “best practices.”  
 
 Comparing sites with a WHC to sites with a DWHP model of care (Table 15, 
column 2), sites with WHC or WHC/DWHP were significantly less likely to be a CBOC 
(0.32, 95% CI 0.12–0.84). Sites with WHC or WHC/DWHP were as likely to have all 8 
sufficient resources (OR 1.12 0.40–3.13). In contrast, when sites with WHC or 
WHC/DWHP were compared to sites with no women’s health model (Table 15, column 
1) sites with a WHC or WHC/DWHP were over 22 times as likely to have sufficient 
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resources.  
 Quality assurance activities were less likely to be associated with sites with WHC 
or WHC/DWHP models compared to sites with no model (OR 0.18, 95% CI 0.02–1.78) 
while there was a positive association when sites with a WHC or WHC/DWHP were 
compared to sites with DWHP only (OR 3.30, 95% 0.71–1.25). Neither of these 
associations was statistically significant. A similar pattern was observed for the presence 
of a gynecology clinic (WHC or WHC/DWHP vs. none: OR 0.37, 95% CI 0.13–1.05 and 
WHC or WHC/DWHP vs. DWHP: OR 2.02, 95% 0.79–5.19).  
 Our last set of multivariable analyses evaluated the association of women’s health 
services with availability of a package of basic gynecologic services in primary care. A 
simple logistic regression of these variables showed that sites with WHC or 
WHC/DWHP were more than 4 times as likely to be associated with availability of all 
five basic gynecologic services. (Table 16) Sites with DWHP were only 1.26 times more 
likely to offer a package of gynecology services, which was not statistically significant.  
 
Table 16. Simple Logistic Regression of Availability of a Package of Basic Gynecologic 
Services in Primary Care and Women’s Health Model 
Variable Odds Ratio 95% CI 
Women’s Health Model   
    No Women’s Health Clinic Referent  
    DWHP only 1.26 0.42, 3.82 
    WHC or WHC/DWHP 4.35 1.82, 10.37 
Adjusted R2 0.0714 
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 When we adjusted for organizational factors, sites with a WHC or WHC/DWHP 
were still significant (OR 3.22, 95% CI 1.12–9.24). While there was a positive 
association of some organizational factors with service availability – gynecology clinic, 
academic affiliation, quality assurance activities, and number of women veterans, this 
was not statistically significant. (Table 17) 
 
Table 17. Multiple Logistic Regression of Availability of a Package of Basic 
Gynecologic Services in Primary Care and Women’s Health Model: Three Levels  
Variable Odds Ratio 95% CI 
Women’s Health Model   
    WHC or WHC/DWHP vs. None 3.22 1.12, 9.24 
    DWHP only vs. None 2.32 0.64, 8.35 
Number of Women Veterans1 1.39  0.87, 2.20 
Facility Type (CBOC vs. VAMC) 0.77  0.25, 2.35 
Gynecology Clinic 2.24 0.71, 7.12 
Academic Affiliation 1.31   0.38, 4.45 
High Impact Committee2 1.03     0.41, 2.58 
Sufficient Resources3 0.76   0.25, 2.36 
Quality Assurance Activities4 1.98    0.49, 8.04 
Adjusted R2  0.1715 
1Odds of outcome for additional 1000 women veterans. 
2High impact committees include: Medical Executive Committee, Pharmacy and Therapeutics 
Committee, and Space/Building Committee. “Yes” indicates involvement in at least one 
committee 
3Sufficient resources represented by all of the following items rates as Always or Usually 
Sufficient: (1) overall clinical expertise, (2) availability of same gender provider, (3) nursing 
staff, (4) administrative and support staff, (5) clinic space, (6) exam rooms for pelvic exams, (7) 
female attendants for chaperone, and (8) budget/ funding for women’s health programs. 
4Quality assurance activities indicates presence of all of the following: (1) monitoring 
appointments for women veteran appointments, (2) chart review, (3) monitoring patient 
complaints, (4) survey of women veteran satisfaction with care, (5) use of quality indicators, (6) 
benchmarking against “best practices.” 
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 Finally, we examined models of women’s health care as a four level variable. 
(Table 18)  While all models of women’s health were positively associated with 
gynecologic service availability, only the WHC model was statistically significant (OR 
3.72, 95% CI 1.13–12.24). Once again, the presence of a gynecology clinic, academic 
affiliation, quality assurance activities, and number of women veterans were positively, 
but not significantly, associated with the availability of a basic gynecologic service 
package in primary care.  
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Table 18. Multiple Logistic Regression of Availability of a Package of Basic 
Gynecologic Services in Primary Care and Women’s Health Model: Four Levels 
Variable Odds Ratio 95% CI 
Women’s Health Model   
    WHC vs. None  3.72 1.13, 12.24 
    WHC/DWHP 2.65 0.76, 9.29 
    DWHP only 2.33 0.65, 8.40 
Number of Women Veterans1 1.37  0.86, 2.18 
Facility Type (CBOC vs. VAMC) 0.73  0.24, 2.28 
Gynecology Clinic 2.32 0.73, 7.42 
Academic Affiliation 1.28   0.37, 4.38 
High Impact Committee2 1.01     0.40, 2.54 
Sufficient Resources3 0.77   0.25, 2.39 
Quality Assurance Activities4 2.01    0.49, 8.23 
Adjusted R2  0.1732 
1Odds of outcome for additional 1000 women veterans. 
2High impact committees include: Medical Executive Committee, Pharmacy and Therapeutics 
Committee, and Space/Building Committee. “Yes” indicates involvement in at least one 
committee 
3Sufficient resources represented by all of the following items rates as Always or Usually 
Sufficient: (1) overall clinical expertise, (2) availability of same gender provider, (3) nursing 
staff, (4) administrative and support staff, (5) clinic space, (6) exam rooms for pelvic exams, (7) 
female attendants for chaperone, and (8) budget/ funding for women’s health programs. 
4Quality assurance activities indicates presence of all of the following: (1) monitoring 
appointments for women veteran appointments, (2) chart review, (3) monitoring patient 
complaints, (4) survey of women veteran satisfaction with care, (5) use of quality indicators, (6) 
benchmarking against “best practices.”
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3.4 Sensitivity Analysis 
 Informants were queried on the presence of a gynecology clinic separate from a 
women’s health clinic for primary care. In a separate question they were asked about the 
availability of a full time Ob/Gyn in this clinic. We performed bivariate and multivariable 
analyses using gynecology clinic alone and compared it to gynecology clinic with routine 
Ob/Gyn care. There was no significant difference between these definitions of 
gynecology clinic. We ultimately defined “gynecology clinic” based on informants who 
answered “yes” to both questions of clinic and specialized provider availability. 
(Appendix B)  
 We also performed a sensitivity analysis using multiple levels of facility size (i.e. 
medium vs. large CBOC, small vs. large VAMC.) There were no significant differences 
in the bivariate or multivariable models using this definition of facility type. (Appendix 
C.)   
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DISCUSSION 
 In our study of women’s health in the Veterans Health Administration, we found 
that sites with a primary care-based women’s health clinic were more likely to offer a 
package of basic gynecology services. These clinics were associated with organizational 
factors representing absorptive capacity, specifically an academic affiliation and 
membership to a high impact committee.  
 Historically, women’s health has been separated into reproductive health and non-
reproductive health, leading to a fragmentation referred to as a “patchwork quilt with 
gaps.”28,29 A separate women’s health clinic with the mission of providing gender-
focused care - a broad range of services for women across the lifespan, female providers 
and staff, a welcoming environment with educational and research opportunities - is one 
way to address this fragmentation.30,31  Past research on WHCs in the general population 
show some improvement in delivery of preventive health services compared to general 
medicine clinics32–34, showing an effect beyond same gender providers.32 Both outside of 
and within the VA, WHCs are associated with higher patient satisfaction.32,35  
 Furthermore, primary care providers, as compared to specialists, may be better 
equipped to provide comprehensive women’s care because they can provide a broader 
scope of services and continuity of care. In studies comparing primary care providers to 
Ob/Gyns, primary care providers were three times more likely to address a medical 
diagnosis at a preventive gynecology visit36, and provided more counseling at preventive 
visits.37  At acute visits, primary care providers often also address chronic and preventive 
care38, blurring the lines of visit classification to meet the needs of the patient.35 When 
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women receive preventive gynecologic care from a primary care doctor, they are more 
likely to identify that doctor as their usual source of care, indicating greater continuity of 
care, which is associated with improved outcomes and increased patient satisfaction.36,37  
 Our findings lend support to the position that a WHC situated in primary care is 
best suited to provide comprehensive care to women veterans who use the VHA. 
Previous studies have found a high prevalence of each of the five basic gynecologic 
service we examined in our study.21,22 We are the first to examine a package of services 
that would better promote “one stop shopping” for women veterans, reducing the number 
of providers and visits. Sites with a WHC or WHC/DWHP were over three times as 
likely to provide a bundle of basic gynecology services as compared to site with no 
specific model of women’s health care in primary care.  While the organizational factors 
of specialization (gynecology clinic) and size (number of women veterans) were 
positively associated with the outcome of package of basic gynecology services (OR 2.24 
and OR 1.39 respectively) these were not statistically significant, nor were they as 
strongly associated as the presence of a women’s health clinic. Previous studies have 
indicated that a gynecology clinic is associated with more advanced gynecologic services 
like intra-uterine device placement, though hormonal contraception, which can be 
prescribed by a primary care provider, was widely available as in our study.21,22 In fact, 
none of the organizational factors studied were significantly associated with availability 
of services, indicating the role of a WHC in providing these services merits further study.  
 It is unclear what it is about a women’s health clinic that facilitates the availability 
of a package of gynecologic services. In a meta-analysis of interventions to increase 
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preventive services, interventions fostering teamwork and collaboration were associated 
with success.16 Other factors may include support staff that have increased clinical 
experience and comfort with gynecologic services. For example, do nurses who have 
work experience in gynecology contribute to the availability of services? Surveys or 
qualitative study of WHC staff would help us better understand just how these clinics 
differ from women’s health delivered in primary care. 
 We used the Greenhalgh model of diffusion of innovations in service organization 
to test the hypothesis that organizational factors are association with the adoption of 
WHC in the VHA. We found that the adoption of a WHC was significantly associated 
with organizational factors associated with absorptive capacity for change. We 
specifically looked at an academic affiliation and membership to a high impact 
committee as representing knowledge sharing across external and internal networks.   
 Absorptive capacity is an organization’s ability to identify, assimilate, transform, 
and exploit knowledge from the environment.25  Zahra et al.26 developed a process view 
of absorptive capacity where acquisition and assimilation represent an organization’s 
potential absorptive capacity, while transformation and application of knowledge 
represent realized absorptive capacity. An academic affiliation may allow acquisition and 
assimilation of new knowledge in a several ways. For example, a clinician may have a 
joint appointment at a medical university campus, where he or she may see many more 
female patients. If he or she works within a WHC outside the VA, the clinician can also 
introduce this practice knowledge across the facility’s boundary. VA WHCs are often the 
sites of training programs for residents and fellows, which may embed a culture of 
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women’s health education at the VHA. An academic affiliation may allow a VHA facility 
to realize its absorptive capacity with the development of a research program. 
Researchers can examine how the practice of women’s health is tailored to women 
veterans and disseminate findings though publication, as well as through more direct 
means.  
 Women’s health representatives on high impact committees may allow for 
knowledge sharing through intra-organizational networks. A women’s health 
representative positioned on a high committee can raise awareness of a minority 
population that may not be visible to leadership. The diversification of internal 
perspectives on women veterans can help to break down resistance to new approaches on 
how to take care of these women other than referring them outside of the VHA.25 
Women’s health committee representatives are also in a position to advocate for 
resources for women veterans, such as contraceptive medications on a formulary or clinic 
space for a separate WHC.  
 Bean-Mayberry et al. examined organizational factors using a survey of primary 
care providers and found a positive association between academic affiliation and a 
WHC.42 Committee involvement was not specifically surveyed, though separate 
leadership in primary care was associated with the presence of a WHC (OR 3.62; 95% CI 
1.45, 9.05).42  Our study along with previous studies of women’s health clinics in the 
VHA suggest that strong leadership advocating for women’s heath may be necessary to 
promote the health care of this minority population.38,39  
 We looked at structural factors that may be related to adoption of a WHC 
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including size, facility type, centralization, and specialization. Sites that had a larger 
number of women veterans and were located in VAMCs were more likely to have a 
WHC compared to sites without one or with a DWHP only, aligning with our hypothesis 
that larger sites would be positively associated with adoption. Interestingly, sites with no 
women’s health model had greater women veteran caseloads than sites with a DWHP 
only. This is most likely a result of most DWHPs being located at CBOCs which are 
smaller than VAMCs. (Table C1)  
 Specialized gynecology clinics were most commonly found at sites with both 
WHC/DWHP (50%) and sites without either WHC or DWHP (42%), followed by WHC 
only (37%), which was unexpected. According to diffusion theory, more specialties in an 
organization promote diffusion of ideas and adoption. It may be that a facility chose to 
provide women’s health care by adding a separate specialty clinic instead of transforming 
PC. As illustrated in the multivariable analysis, sites with WHC were more likely to 
provide a package of basic gynecologic care for patients even accounting for the presence 
of a gynecology clinic. Integrating women’s health into a primary care based WHC may 
better promote the diffusion of women’s health compared to adding another specialty 
clinic. Furthermore, this model decreases fragmentation of women’s health care. 
 There was no significant difference in centralization for the different model types, 
though centralization was slightly higher at sites with a WHC compared to DWHP only.  
According to diffusion theory, decentralization promotes adoption of innovations. 
However, our findings may parallel previous studies that show, contrary to theory, more 
centralization is needed to adopt health care models for a minority population like women 
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in the VHA.43 While we did have a measure for centralization, the item questions refer to 
authority over practice management (i.e. hiring and terminating staff, establishing clinical 
and administrative policies) rather than the larger decision of adopting a WHC. 
Qualitative interviews would allow us to better understand the role of leadership in 
adoption of women’s health in the VA. 
 We looked at individual educational methods as part of absorptive capacity, in 
addition to academic affiliation and committee membership, where we found formal 
lectures were more common for facilities with a DWHP. Lectures may be a less effective 
method of medical education compared to more interactive methods like case-based 
lectures, direct supervision, or use of standardized patients.44 We also found that sites 
with DWHP only were more likely to attend mini-residencies or conferences compared to 
sites with WHC. This mirrors previous findings and is likely explained by the part-time 
staffing of WHC: if a provider leaves for a conference, it may mean closing the clinic for 
that time.12 An alternative explanation could be providers in these clinics have a higher 
level of expertise, obviating the need for this type of women’s health continuing medical 
education. Further work needs to be done to assess the most effective methods of 
educating VHA providers on best practices in women’s health.  
 In terms of system readiness for innovation, we hypothesized that there would be 
a positive relationship between adoption of a WHC and champion for gender specific 
care, sufficient resources, and capacity to evaluate the innovation through quality 
assurance activities. We found that sites with a DWHP in primary care were most likely 
to be associated with a champion for gender specific care, though this was not 
  
53 
statistically significant (p=0.137). We can speculate several reasons for this finding. 
Some providers and staff are drawn to work in a WHC because of an intrinsic mission to 
promote women’s health.30 These sites may actually have quite a few champions though 
they are not labeled as such. Alternatively, a survey question may not be the best way to 
identify a true champion. A champion is a person who had a personal commitment to a 
project and goes beyond his or her job description to advocate for it.45  The term 
“designated champion” indicates that this label is extrinsically applied to a staff member 
given another task rather than being an intrinsically motivated desire to advocate for 
women’s health. It is also possible that a champion is needed prior to the adoption of a 
women’s health clinic and, ultimately, in the later stages of adoption a champion is no 
longer needed.46 Longitudinal analysis and qualitative evaluation would better identify 
the role of a champion in the adoption of women’s health models in the VHA.  
 In our survey questions on sufficient resources, participants were queried on 
gender specific and more general items related to clinic resources. Gender specific 
resources of same gender provider, exam rooms for pelvic exams, and budget for 
women’s health program were more commonly reported in sites with a WHC or 
WHC/DWHP, while there was little difference for female attendants available to 
chaperone exams. Interestingly, overall clinical expertise, nursing staff, administrative 
and support staff, and clinic space were most commonly sufficient for sites with a DWHP 
as compared to sites with a WHC. These results suggest that primary care may have more 
robust resources that are required for comprehensive care of women beyond just their 
reproductive health. Our results also give evidence to the anecdote that separate WHC 
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clinics may be silo-ed from the staffing and space resources of general primary care. 
When WHC and WHC/DWHP are compared to DWHP in the generalized ordered 
regression (Table 14), we see no significant difference (OR 1.12; 95% CI 0.4, 3.13), 
which reflects the null effect of these opposite patterns in gender-specific and general 
resources. Our results beg further study into the tension between separated versus 
integrated care for women. 
 We examine several quality assurance activities as a way of examining the 
organization’s capacity to evaluate the innovation of women’s health. While monitoring 
appointments for WV and surveying WV on satisfaction were significantly higher at sites 
with a WHC, there were no statistically significant differences with respect to the other 
activities. For some specific items (monitoring appointment for WV, monitoring patient 
complications, and benchmarking against best practices), sites with no model were more 
likely to engage in these sites than sites with DWHP only. (Table 10) Because we are 
limited by the cross-sectional nature of our data, further study is required to understand 
the temporal role of QA activities in the stages of organizational change. It is possible 
that a certain level of quality assurance activity is required to make adoption of a WHC 
feasible. It may also be that be that QA activities are tacked on to address women’s health 
in lieu of establishing a women’s health care model.  Further study of the longitudinal 
impact of quality assurance activity on women’s health in the VHA is warranted.  
 Our study has limitations, including the cross-sectional design of our study that 
limits inferences about causation. An academic affiliation or women’s health 
representatives on high impact committees may have been the drivers of WHC adoption. 
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Alternatively, there may be unmeasured factors that allowed for adoption of a WHC so 
that academic affiliation and committee membership represent the site’s commitment to 
women’s health.  In the 1990s, there was a congressional mandate to improve the quality 
of women’s health in VHA, which is when the first women’s health clinics were 
established. Over the next decade, the language of this mandate generalized to include 
alternative forms of care such as designated women’s health providers. There was a wide 
variation in how different VAs interpreted this mandate19, and previous studies in the 
VHA have suggested that a strong guiding authority may be required for organizational 
changes supporting minority populations.42 Longitudinal study of our measures of 
absorptive capacity would help to elucidate their association to adoption of women’s 
health. 
 Sites with fewer than 300 WV were excluded and thus our results cannot be 
generalized to VA facilities that see fewer women veterans.  All survey items are self-
reported in a key informant survey and may be subject to a social desirability bias to 
present a more robust picture of women’s health at the VA than actually exists. Finally, 
we look only at service availability in this study. We cannot address how many services 
were actually delivered to women, the quality of those services, and other patient 
reported outcomes such as satisfaction.  One study of WHC and screening for military 
sexual trauma showed no association between increased screening and the presence of a 
WHC on site; however on the patient level, patients who use WHC were more likely to 
be screened.47 This study illustrates the complex relationship between organizational 
factors and patient level factors. Evaluating the relationship between organizational 
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factors and quality of care is the next step in this investigation and both gender specific 
and general medical services should be studied. 
 In summary, the adoption of WHC in the VHA is associated with measures of 
absorptive capacity including academic affiliation and membership to a high impact 
committee. WHCs are three times as likely to provide a package of basic gynecology 
services in a primary care based setting, promoting comprehensive care for women 
veterans. Further study is needed to better understand how these organizational factors 
influence adoption of women’s health, as well as the relationship of women’s health 
clinics on service delivery and quality of care.   
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APPENDIX B 
For the variable gynecology clinic, we combined two items from the WVHP survey: “Is 
there a gynecology clinic separate from a women’s health clinic” and “Is there an 
Ob/Gyn routinely involved in care at this gynecology clinic?” Eighty-six percent of 
gynecology clinics had an Ob/Gyn routinely involved in care. (Table B1) We found a 
similar bivariate association of both gynecology variables with women’s health care 
model, with gynecology clinics most commonly associated with a WHC or 
WHC/DWHP. (Table B2)  
 
 
Table B1. Gynecology Clinic Variable Definition 
 Does your site have a clinic specifically for the 
delivery of gynecologic and/or obstetric services 
separate from a WHC?  (n, %) 
Yes  86 (100%) 
Ob/Gyn routinely involved in 
care  
74 (86%) 
 
 
Table B2. Bivariate Table of Gynecology Clinic Variables and Women’s Health Model 
 
Total 
(n=193) 
WHC 
(n=76) 
WHC/
DWHP 
(n=55) 
DWHP  
(n=24) 
None 
(n=38) 
p value 
Gynecology Clinic 
86 
(44%) 
34 
(45%) 
30 
(55%) 
3 
(13%) 
18 
(47%) 
<0.001 
Gynecology Clinic with 
Ob/Gyn Provider  
73 
(38%) 
28 
(37%) 
27 
(50%) 
2  
(8%) 
16 
(42%) 
0.002 
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Likewise, we observed a similar association between women’s health care model and 
organizational factors in our logistic regression. (Table B3)  Academic affiliation and 
high impact committee remained significant and there was no significant change in model 
fit. (Adjusted R2 = 0.1173) 
 
Table B3. Ordered Logistic Regression Predicting Association of Women’s Health Care 
Model and Organizational Factors: Gynecology Variable Sensitivity Analysis 
 WHC or WHC/DWHP vs. 
None  
(Gynecology Clinic) 
WHC or WHC/DWHP vs. 
None 
(Gynecology Clinic with 
Ob/Gyn Provider) 
Organizational factor Odds Ratio 95% CI Odds Ratio 95% CI 
Number of Women 
Veterans 
0.94    0.73, 1.21 0.95    0.73, 1.22 
Facility Type (CBOC 
vs. VAMC)  
0.63 0.27, 1.50 0.63 0.27, 1.52 
Gynecology Clinic 0.95    0.44, 2.06 0.85    0.38, 1.90 
Academic Affiliation 4.50 1.68, 12.06 4.61 1.72, 12.34 
High Impact 
Committee 
2.36    1.12, 4.94 2.32    1.11, 4.87 
Sufficient Resources 1.82    0.74, 4.43 1.78    0.72, 4.37 
Quality Assurance 
Activities 
1.32    0.49, 3.53 1.31    0.49, 3.52 
Adjusted R2  0.1173 0.1173 
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Finally, when we examined availability of a package of gynecologic variables, there was 
a similar association of women’s health model to service availability, with similar model 
fit. (Table B4)  We used the more refined variable of gynecology clinic with Ob/Gyn as 
this best represents the presence of specialty care. 
 
Table B4. Logistic Regression Predicting Association of  Gynecologic Services and 
Women’s Health Care Model: Gynecology Variable Sensitivity Analysis 
 Package of Basic 
Gynecologic Services 
(Gynecology Clinic) 
Package of Basic 
Gynecologic Services 
(Gynecology Clinic with 
Ob/Gyn Provider) 
Variable Odds 
Ratio 
95% CI Odds 
Ratio 
95% CI 
Women’s Health Model     
    WHC or WHC/DWHP vs. 
None 
3.23 1.13, 9.21 3.22 1.12, 9.24 
    DWHP only vs. None 2.45 0.67, 9.03 2.32 0.64, 8.35 
Number of Women Veterans 1.40  0.89, 2.22 1.39  0.87, 2.20 
Facility Type (CBOC vs. VAMC) 0.77  0.25, 2.35 0.77  0.25, 2.35 
Gynecology Clinic 1.97 0.69, 5.62 2.24 0.71, 7.12 
Academic Affiliation 1.32   0.39, 4.51 1.31   0.38, 4.45 
High Impact Committee 1.04     0.41, 2.59 1.03     0.41, 2.58 
Sufficient Resources 0.68   0.22, 2.09 0.76   0.25, 2.36 
Quality Assurance Activities 2.03    0.50, 8.28 1.98    0.49, 8.04 
Adjusted R2  0.1694 0.1715 
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APPENDIX C 
 
We considered a combined variable of size and facility type. As we observed in the 
correlation table (Table A), there is an inverse relationship between size and facility type 
(r=-0.496)  A mid-sized, large, and very large CBOC are defined by caseloads of 1500–
5000 veterans per year, 5000–10000 veterans per year, and > 10000 veterans per year, 
respectively. There were only two mid-sized CBOCs in our sample, and thus we 
combined these sites with large CBOCs. We defined small and large VAMCs as sites 
with less then or equal to or greater than the mean PC caseload, respectively. The mean 
PC caseload for FY2006 was 36575 veterans. In Table C1, we see there are more WV at 
VAMCs compared to CBOCs, with some overlap in the range of very large CBOCs and 
small VAMCs. 
 
Table C1. Mean Number of Women Veterans in FY2006 by Combined Facility-Size 
Variable.  
Facility Type (n) Mean (SD) Range 
Mid-sized / large CBOC (n=20) 532 (198) (293, 1120) 
Very Large CBOC (n=43) 1325 (1024) (398, 5262) 
Small VAMC  (n=72) 1895 (943) (715, 6929) 
Large VAMC  (n=58) 4743 (1726) (2207, 10011) 
F=103.24, p<0.001 
 
 
We performed a bivariate analysis of the combined facility-size variable and women’s 
healthcare model and found a similar pattern of larger sites associated with WHC and 
WHC/DWHP. (Table C2) Overall, WHC and WHC/DWHP were more likely to be found 
at VAMC compared to CBOCS, though larger CBOCs more frequently had a WHC. 
  
6
2
 
Table C2. Bivariate Analysis of Organizational Factors and Women’s Health Care Model: Structural Variables  
Organizational factors All 
(n=193, 100%) 
WHC only 
(n=76, 39%) 
Both WHC 
and DWHP 
(n=55, 29%) 
DWHP in 
PC only 
(n=24, 12%) 
No WHC or 
DWHP 
(n=38, 20%) 
p-
value 
Number of women patients  2,463 
(SD 1,907) 
2,882 
(SD 2,139) 
2,550 
(SD 1,726) 
1,645 
(SD 1,839) 
2,037 
(SD 1,816) 
0.022 
Facility Type (n=191)        
     VAMC 129 (67%) 55 (72%) 46 (84%) 9 (38%) 19 (50%) <0.001 
     CBOC 64 (33%) 21 (28%) 9 (16%) 15 (62%) 19 (50%)  
Combined Facility - Size  (n=191)       
     Mid-sized and large CBOC  20 (11%) 7 (1%) 3 (5%) 2  (1%) 8 (21%) 0.002 
     Very Large CBOC  42 (22%) 14 (18%) 6 (11%) 12 (50%) 10 (26%)  
     Small VAMC  71 (37%) 28 (37%) 28 (51%) 6 (25%) 9 (24%)  
     Large VAMC  
 
58 (30%) 27 (36%) 18 (35%) 3 (13%) 10 (26%)  
 
Finally, we repeated our multivariable analyses with combined facility-size variable. We did not see significant changes in the 
association of women’s health care model and organizational factors when we used a combined facility-size variable. (Table 
C3)  Likewise, sites with a WHC and WHC/DWHP were still over three times as likely to provide a package of basic 
gynecologic services. (Table C4) We ultimately chose the model with separate size and facility types for easier comparison to 
published literature.
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Table C3. Ordered Logistic Regression Predicting Association of Women’s Health Care 
Model and Organizational Factors: Combined Facility-Size Variable Sensitivity Analysis 
Variable WHC or WHC/DWHP 
vs. None  
(Separate Size and 
Facility Variables) 
WHC or WHC/DWHP 
vs. None 
(Combined Size and 
Facility Variables) 
 Odds 
Ratio 
95% CI Odds 
Ratio 
95% CI 
Number of Women Veterans 0.95    0.73, 1.22   
Facility Type  
(CBOC vs. VAMC)  
0.63 0.27, 1.52   
Facility Type  
(vs. mid-sized and large CBOCs) 
    
     Very Large CBOC   0.89 0.30, 2.64 
     Small VAMC   1.49 0.46, 4.75 
     Large VAMC     0.68 0.16, 2.84 
Gynecology Clinic 0.85    0.38, 1.90 1.04 0.47, 2.29 
Academic Affiliation 4.61 1.72, 12.34 5.25 1.92, 14.40 
High Impact Committee 2.32    1.11, 4.87 2.23  1.06, 4.70 
Sufficient Resources 1.78    0.72, 4.37 1.92 0.78, 4.77 
Quality Assurance Activities 1.31    0.49, 3.52 1.35  0.50, 3.63 
Adjusted R2 0.1173 0.1186 
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Table C4. Logistic Regression Predicting Association of Basic Gynecologic Services and 
Women’s Health Care Model: Combined Facility-Size Variable Sensitivity Analysis 
 Package of Basic 
Gynecologic Services 
(Separate Size and 
Facility Variables) 
Package of Basic 
Gynecologic Services 
(Combined Size and 
Facility Variables) 
Variable Odds 
Ratio 
95% CI Odds 
Ratio 
95% CI 
Women’s Health Model     
    WHC or WHC/DWHP vs. 
None 
3.22 1.12, 9.24 3.46    1.21, 9.93 
    DWHP only vs. None 2.32 0.64, 8.35 2.34    0.60, 8.86 
Number of Women Veterans 1.39  0.87, 2.20   
Facility Type (CBOC vs. VAMC) 0.77  0.25, 2.35   
Facility Type  
(vs. mid-sized and large CBOCs) 
    
     Very Large CBOC   1.67 0.47, 5.97 
     Small VAMC   2.38 0.47, 8.81 
     Large VAMC     4.22 0.65, 27.63 
Gynecology Clinic 2.24 0.71, 7.12 2.32  0.81, 6.64 
Academic Affiliation 1.31   0.38, 4.45 1.59   0.48, 5.30 
High Impact Committee 1.03     0.41, 2.58 1.16    0.46, 2.89 
Sufficient Resources 0.76   0.25, 2.36 0.69   0.22, 2.11 
Quality Assurance Activities 1.98    0.49, 8.04 2.10    0.52, 8.55 
Adjusted R2  0.1715 0.1734 
  
65 
BIBLIOGRAPHY 
1.  National Center for Veterans Analysis and Statistics. America’s Women Veterans: 
Military Service History and VA Benefit Utilization Statistics. Washington, DC: 
National Center for Veterans Analysis and Statistics, Department of Veterans 
Affairs; 2011 Nov.  
2.  Women’s Health Evaluation Initiative (WHEI). Sourcebook: Women Veterans in  
the Veterans Health Administration. Volume 3: Sociodemographics Utilization, 
Costs of Care, and Health Profile. [Internet]. Washington, DC: Center for Health 
Care Evaluation VA HSR&D Center of Excellence. Women’s Health Services; 
2014 Feb [cited 2014 May 30]. Available from: 
http://www.hsrd.research.va.gov/for_researchers/cyber_seminars/archives/esp-
012711.pdf 
3.  U.S. Department of Veterans Affairs. Health Benefits: Veterans Eligibility 
[Internet]. [cited 2015 May 22]. Available from: 
http://www.va.gov/healthbenefits/apply/veterans.asp 
4.  U.S. Department of Veterans Affairs. Health Benefits: Returning Servicemembers 
(OEF/OIF/OND). [Internet]. [cited 2015 May 22]. Available from: 
http://www.va.gov/healthbenefits/apply/returning_servicemembers.asp 
5.  Hayes P, Krauthamer M. Changing the face of health care for women veterans. 
Federal Practitioner. 2009;26(2):8–10.  
6.  Skinner K, Sullivan LM, Tripp TJ, Kressin NR, Miller DR, Kazis L, et al. 
Comparing the Health Status of Male and Female Veterans Who Use VA Health 
Care: Results from the VA Women’s Health Project. Women Health. 1999;29(4): 
17–33.  
7.  Street AE, Gradus JL, Giasson HL, Vogt D, Resick PA. Gender Differences Among 
Veterans Deployed in Support of the Wars in Afghanistan and Iraq. Journal of 
General Internal Medicine. 2013 Jul;28:S556–S562.  
8.  Kimerling R, Street AE, Pavao J, Smith MW, Cronkite RC, Holmes TH, et al. 
Military-Related Sexual Trauma Among Veterans Health Administration Patients 
Returning From Afghanistan and Iraq. American Journal of Public Health. 2010 
Aug;100(8):1409–12.  
9.  Seal KH, Cohen G, Waldrop A, Cohen BE, Maguen S, Ren L. Substance use 
disorders in Iraq and Afghanistan veterans in VA healthcare, 2001–2010: 
Implications for screening, diagnosis and treatment. Drug and Alcohol Dependence. 
2011 Jul 1;116(1–3):93–101.  
  
66 
10.  U.S. General Accounting Office (U.S. GAO). Actions needed to ensure that female 
veterans have equal access to VA benefits. Washington, DC; Report No.: Pub. No. 
GAO/HRD-82–98.  
11.  U.S. General Accounting Office (U.S. GAO). VA health care for women: Despite 
progress, improvements needed. Washington, DC; Report No.: Pub. N. GAO/HRD-
92–93.  
12.  Yano EM, Goldzweig C, Canelo I, Washington DL. Diffusion of innovation in 
women’s health care delivery: The Department of Veterans Affairs’ adoption of 
women’s health clinics. Womens Health Issues. 2006 Sep;16(5):226–35.  
13.  Rogers EM. Diffusion of Innovations, Fourth Edition. 4 edition. New York: Free 
Press; 1995. 518 p.  
14.  Welch WP, Miller ME, Welch HG, Fisher ES, Wennberg JE. Geographic Variation 
in Expenditures for Physicians’ Services in the United States. New England Journal 
of Medicine. 1993;328(9):621–7.  
15.  Kimberly JR, Evanisko MJ. Organizational Innovation: The Influence of Individual, 
Organizational, and Contextual Factors on Hospital Adoption of Technological and 
Administrative Innovations. Academy of Management Journal. 1981 Dec 1;24(4): 
689–713.  
16.  Stone EG, Morton SC, Hulscher ME, Maglione MA, Roth EA, Grimshaw JM, et al. 
Interventions That Increase Use of Adult Immunization and Cancer Screening 
ServicesA Meta-Analysis. Annals of Internal Medicine. 2002 May 7;136(9):641–51.  
17.  Soban LM, Yano EM. The impact of primary care resources on prevention 
practices. Journal of Ambulatory Care Management. 2005 Sep;28(3):241–53.  
18.  Yano EM, Soban LM, Parkerton PH, Etzioni DA. Primary Care Practice 
Organization Influences Colorectal Cancer Screening Performance. Health Services 
Research. 2007 Jun;42(3 Pt 1):1130–49.  
19.  Washington DL, Caffrey C, Goldzweig C, Simon B, Yano EM. Availability of 
comprehensive women’s health care through Department of Veterans Affairs 
Medical Center. Women's Health Issues. 2003 Mar;13(2):50–4.  
20.  Katon J, Reiber G, Rose D, Bean-Mayberry B, Zephyrin L, Washington DL, et al. 
VA Location and Structural Factors Associated with On-Site Availability of 
Reproductive Health Services. Journal of General Internal Medicine. 2013 
Jul;28(Suppl 2):591–7.  
  
67 
21.  Cope JR, Yano DEM, Lee ML, Washington DL. Determinants of contraceptive 
availability at medical facilities in the department of veterans affairs. Journal of 
General Internal Medicine. 2006 Mar 1;21(3):S33–S39.  
22.  Seelig MD, Yano EM, Bean-Mayberry B, Lanto AB, Washington DL. Availability 
of Gynecologic Services in the Department of Veterans Affairs. Women's Health 
Issues. 2008 May;18(3):167–73.  
23.  Greenhalgh T, Robert G, Macfarlane F, Bate P, Kyriakidou O. Diffusion of 
innovations in service organizations: systematic review and recommendations. 
Milbank Quarterly. 2004;82(4):581–629.  
24.  Damanpour F. Organizational Innovation: A Meta-Analysis Of Effects Of 
Determinants and Moderators. Academy of Management Journal. 1991 Sep 
1;34(3):555–90.  
25.  Cohen WM, Levinthal DA. Absorptive Capacity: A New Perspective on Learning 
and Innovation. Administrative Science Quarterly. 1990 Mar 1;35(1):128–52.  
26.  Zahra SA, George G. Absorptive Capacity: A Review, Reconceptualization, and 
Extension. Academy of Management Review. 2002 Apr 1;27(2):185–203.  
27.  Yano E, Rose D, Bean-Mayberry B, Canelo I, Washington DL. Impact of Practice 
Structure on the Quality of Care for Women Veterans Final Report. Sepulveda, CA: 
VA HSR&D Center of Excellence for the Study of Healthcare Provider Behavior; 
2010.  
28.  Clancy CM, Massion CT. American women’s health care: A patchwork quilt with 
gaps. JAMA: The Journal of the American Medical Association. 1992 Oct 
14;268(14):1918–20.  
29.  McNeil M, Hayes P. Women’s health care in the VA system: another “patchwork 
quilt.” Women's Health Issues. 2003 Mar;13(2):47–9.  
30.  Weisman CS, Squires GL. Women’s health centers: are the National Centers of 
Excellence in Women’s Health a new model? Women's Health Issues. 2000 
Sep;10(5):248–55.  
31.  Milliken N, Freund K, Pregler J, Reed S, Carlson K, Derman R, et al. Academic 
Models of Clinical Care for Women: The National Centers of Excellence in 
Women’s Health. Journal of Women's Health & Gender-Based Medicine. 2001 Sep 
1;10(7):627–36.  
  
68 
32.  Harpole LH, Mort EA, Freund KM, Orav J, Brennan TA. A Comparison of the 
Preventive Health Care Provided by Women’s Health Centers and General Internal 
Medicine Practices. Journal of General Internal Medicine. 2000 Jan 1;15(1):1–7.  
33.  Phelan EA, Burke W, Deyo RA, Koepsell TD, LaCroix AZ. Delivery of Primary 
Care to Women. Journal of General Internal Medicine. 2000 Jan 1;15(1):8–15.  
34.  Scholle SH, Weisman CS, Anderson R, Weitz T, Freund KM, Binko J. Women’s 
satisfaction with primary care: a new measurement effort from the PHS national 
centers of excellence in women’s health. Women's Health Issues. 2000 Jan;10(1):1–
9.  
35.  Washington DL, Bean-Mayberry B, Mitchell MN, Riopelle D, Yano EM. Tailoring 
VA Primary Care to Women Veterans: Association with Patient-Rated Quality and 
Satisfaction. Women's Health Issues. 2011 Jul;21(4, Supplement):S112–S119.  
36.  Cohen D, Coco A. Do Physicians Address Other Medical Problems During 
Preventive Gynecologic Visits? Journal of the American Board of Family Medicine. 
2014 Jan 1;27(1):13–8.  
37.  Stormo AR, Saraiya M, Hing E, Henderson JT, Sawaya GF. Women’s clinical 
preventive services in the united states: Who is doing what? JAMA Internal 
Medicine. 2014 Sep 1;174(9):1512–4.  
38.  Mehrotra A, Wang MC, Lave JR, Adams JL, McGlynn EA. Retail Clinics, Primary 
Care Physicians, And Emergency Departments: A Comparison Of Patients’ Visits. 
Health Affairs (Millwood). 2008 Sep 1;27(5):1272–82.  
39.  Holt C. An Argument for Comprehensiveness as the “Special Sauce” in a Recipe for 
the Patient-Centered Medical Home. Journal of the American Board of Family 
Medicine. 2014 Jan 1;27(1):8–10.  
40.  Saultz JW, Lochner J. Interpersonal Continuity of Care and Care Outcomes: A 
Critical Review. Annals of Family Medicine. 2005 Mar 1;3(2):159–66.  
41.  DeVoe JE, Saultz JW, Krois L, Tillotson CJ. A Medical Home Versus Temporary 
Housing: The Importance of a Stable Usual Source of Care. Pediatrics. 2009 Nov 
1;124(5):1363–71.  
42.  Bean-Mayberry BA, Yano EM, Caffrey CD, Altman L, Washington DL. 
Organizational characteristics associated with the availability of women’s health 
clinics for primary care in the Veterans Health Administration. Military Medicine. 
2007 Aug;172(8):824–8.  
  
69 
43.  Bean-Mayberry B, Yano EM, Bayliss N, Navratil J, Weisman CS, Scholle SH. 
Federally Funded Comprehensive Women’s Health Centers: Leading Innovation in 
Women’s Healthcare Delivery. Journal of Women's Health. 2007 Nov;16(9):1281–
90.  
44.  Prober CG, Heath C. Lecture Halls without Lectures — A Proposal for Medical 
Education. New England Journal of Medicine. 2012 May 3;366(18):1657–9.  
45.  Markham SK. A Longitudinal Examination of How Champions Influence Others to 
Support Their Projects. Journal of Product Innovation Management. 1998 Nov 
1;15(6):490–504.  
46.  Hendy J, Barlow J. The role of the organizational champion in achieving health 
system change. Social Science & Medicine. 2012 Feb;74(3):348–55.  
47.  Hyun JK, Kimerling R, Cronkite RC, McCutcheon S, Frayne SM. Organizational 
Factors Associated with Screening for Military Sexual Trauma. Women's Health 
Issues. 2012 Mar;22(2):e209–e215.  
  
70 
CURRICULUM VITAE 
  
71 
  
72 
 
 
 
 73 
